Hurricane Katrina made it clear that NCDs were a critical health gap after a disaster. Aging populations and urbanization, along with changes in environment, lifestyle, and treatment modalities are demonstrated contributors to these growing risks and the vulnerability of large populations. There (1) long-term acute care for assisted living patients requiring nonurgent but life-sustaining interventions such as chronic oxygen therapy, (2) the needs of patients with end-stage renal disease and those who would need to be transported out for dialysis, and (3) triage and care for the more than 10 000 people that arrived at the George R. Brown Convention Center-a shelter that was meant to hold roughly 5000.
Interviewees also indicated that the most common medical needs were for medications for chronic illnesses such as high blood pressure, diabetes, asthma, psychiatric diseases, seizure disorders, narcotic withdrawal, and skin conditions. Many patients did not have their medications or medical supplies, and too many did not know the names of their illnesses or medications or how to access the information. Even when patients did know the names of their medications, the medications were often unavailable in the shelter: insulin arrived only after a social media call to local providers; there were no neuroleptic medications for four days; and albuterol was scarce but used for both acute exacerbations of asthma and hyperkalemia in patients with end-stage renal disease without access to dialysis. In attempting to treat the medical needs of the victims, the first responders had to create census and medical records; track prevalence of diseases and treatments; catalogue medication needs and resources; treat with few resources; and, at the same time, seek more staff, equipment, and resources.
Similar challenges in managing chronic illnesses were mirrored in the aftermath of Hurricane Maria in Puerto Rico and Hurricane Irma in Florida.
HOW WE CAN IMPROVE
There are many unique challenges to improving management of chronic diseases during disasters. High priorities include the following. 
Reducing Demand

CONCLUSIONS
Strides have been made in the management of chronic diseases after a disaster; however, there is much more that can be done. The focus needs to be on reducing demand through a focus on personal preparedness for those with chronic disease and improved informatics and availability of health care records, as well as increasing capacity through improved access to pharmaceuticals, durable medical goods, and medical records; establishing standardized treatment plans; developing first responder and health care professional training modules; and expanding special-needs shelter capacity, resources, and budget allocations. With increasing disaster frequency and severity and an increasing prevalence of NCDs and disabilities, struggling to anticipate and actualize prevention of the morbidity and mortality of NCDs in disaster preparedness and response will prove increasingly costly. 
